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LAFAYETTE, IN  47905

STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

KINDRED TRANS CARE AND REHAB-GREATER LAFAYETTE
300 WINDY HILL DR

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)
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SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

{F 000} INITIAL COMMENTS {F 000}

 Paper compliance to the Investigation of 

complaint IN00121598 completed on January 9, 

2013.

Review Date:  February 11, 2013

Facility Number:  000147

Provider Number:  155243

Aim Number:  100266900

Surveyor:  Tammy Alley, RN

Kindred Transitional Care and Rehab-Greater 

Lafayette was found to be in compliance with 42 

CFR Part 483, Subpart B and 410 IAC 16.2, in 

regard to the paper compliance review to the 

complaint investigation.
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